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STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER 100.1
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58-109 Kaunala Street, Haleiwa, Hawaii 96712 December 27,2017 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-83 Personnel and staffing requirements. (5)
In addition to the requirements in subchapter 2 and 3:

Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent
to the management of an expanded ARCH and care of
expanded ARCH residents.

FINDINGS

SCG #1, SCG #2, and SCG #3 completed 11/12 CEUs in
the past 12 months.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Lo eondece? W/:
LG, SeG 7, Se¢q 3
W comptli 1 AFy, fr Yo
el (s 9 U, 4

RECL '™
APR 05 70"



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-83 Personnel and staffing requirements. ®) PART 2
In addition to the requirements in subchapter 2 and 3:
Primary and substitute care givers shall have documented FUTURE PLAN
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO EXPLAIN YOUR FUTURE
to the management of an expanded ARCH and care of PLAN: WHAT WILL YOU DO TO ENSURE THAT
expanded ARCH residents. IT DOESN’T HAPPEN AGAIN?
FINDINGS
SCG #1, SCG #2, and SCG #3 completed 11/12 CEUs in W
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Licensee’s/Administrator’s Signature: Mfg . ‘W

Print Name: T NDELIelA BRALLANTE

Date: {L— &—9—&/(@

4 RECE'VED
APR 05 7018



